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ABSTRACT
Objective: The purpose of this research was to analyze psychometric information in the Brief
Child Abuse Potential Inventory (BCAP) in a Finnish general population sample.
Design: A self-report survey of parents in a primary health care setting and a hospital setting
was used to evaluate the use of the BCAP.
Setting: The study population consisted of parents who were visiting one of the following con-
texts: a primary maternity health care clinic, a child health care clinic, and the maternity out-
patient clinic, various pediatric outpatient clinics, the general pediatric ward, the pediatric
surgical ward, or the neonatal intensive care unit in a hospital setting.
Subjects: The BCAP was given to parents at the 30–34th week of pregnancy, when the child
was 5 months old or all parents depending on the context. The BCAP was delivered to 759
parents. The final size of the sample was 453 respondents.
Main outcome measure: The BCAP, which consisted of 25 items to screen child abuse potential
and nine items for evaluation of respondent validity.
Results: The internal consistency of the Abuse Risk Scale was good (.770), and the validity scales
worked well. The factor structure mirrors with the original factors structure.
Conclusion: The psychometric properties of the BCAP reported in the analysis suggest that the
BCAP could be a valid instrument to detect child abuse potential in the general population in
Finnish health care settings. However, among Finnish respondents there is very little variation in
some parts of the measure, which suggests that further research should assess the validity of
the instrument in representative samples. Further analysis is also needed to evaluate the correct
classification rate of the BCAP.
KEY POINTS
Identification of families at risk of child maltreatment requires valid tools to recognize risk within
the general population, as part of child and family needs and risk assessments in family services.
1. The BCAP is valid, reliable, and useful in bringing parental worries under discussion in child
and family services.
2. Results of this study can be used for a more systematic and valid child maltreatment risk
assessment for identifying families who need help managing their everyday lives.
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Introduction
It is a commonly shared understanding that children
should not be exposed to any type of maltreatment.
Nevertheless, children experience it also in Nordic
countries, although all kind of child maltreatment
have been banned for decades [1]. Based on a Finnish
self-report survey in 2013, three per cent of 9th
graders reported being slapped by their parent during
past 12 months, and 21% reported experiences of
mild physical violence by their parents at any point in
their lives [2]. Based on self-report survey conducted
to parents of children under 12 years, four per cent of
Finnish parents and three per cent of Swedish parents
report having slapped to their child [3]. Compared to
other countries, such as Canada [4] or England [5]
these rates are significantly lower.
Research has suggested several risk factors for child
maltreatment, which can be divided into child-, par-
ent-and family-related risk factors. Known child-related
risk factors are, for example, child’s disability,
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behavioral problems or irritability of the child. Risk fac-
tors related to the parents may include substance
abuse, mental health problems, emotional immaturity,
lack of social support, parental history of maltreatment
as a child and unrealistic expectations regarding the
child. Known family-related risk factors are, for
example, several children in the family, low income,
socioeconomic disadvantage, history of child protect-
ive interventions and family perception of lack of
social support. The accumulation of any kind of risk
factors also increases the risk of child maltreatment as
well as any kind of maltreatment taking place is a
known indicator for further maltreatment [6]. Negative
consequences of child maltreatment are also evident.
Maltreatment is associated with mental problems,
behavioral problems, substance abuse, obesity and
some chronic deceases, increased risk of suicidal
behavior and risky sexual behavior [7].
Various measures exist to help professionals assess
parenting competence and screen for child maltreat-
ment [8,9]. One of the most frequently used inter-
nationally and validated measures for detecting
potential child maltreatment is the Child Abuse
Potential Inventory (CAP) created by Joel Milner in
1986 [10]. The CAP Inventory is a self-report measure
of 160 forced-choice (agree/disagree) questions. Of the
160 items, 77 constitute an Abuse Risk Scale consisting
of six sub-scales: Distress, Rigidity, Unhappiness,
Problems with Child and Self, Problems with Family,
and Problems with Others. The CAP Inventory includes
three validity scales and three validity indexes to
evaluate the reliability of the responses: The Lie Scale,
the Random Response Scale, the Inconsistency Scale,
the Faking-good Index, the Faking-bad Index, and
the Random-response Index [10].
High internal consistency and test-rest reliability of
the original CAP Inventory have been reported. The
correct classification rate of known abusers and non-
abusers ranges from 80% to 90% [10–12]. It has good
psychometric properties and substantial literature sup-
porting the measure’s validity.
The CAP Inventory has been translated into mul-
tiple languages, and it has been used around the
world. The translated versions of the Abuse Risk Scale
have also been proven to be reliable and valid.
Internal consistency of the Abuse Risk Scale varied
from .88 to .91 (Cronbach’s alpha), and correct classifi-
cation rates based on discriminant analyses varied
from 83.0% to 100% [13]. The only significant differen-
ces have been reported in the factor structure of the
CAP Inventory and in the Lie Scale of the validity sec-
tion [11,13]. The CAP Inventory has also been
validated in the Finnish general population, and the
scale has shown to be a valid measure in that con-
text [13,14].
Despite the advantages of the CAP Inventory, some
characteristics, such as the length of the questionnaire
and the complex scoring system, limit the measure’s
usefulness, especially in some primary health care set-
tings. Because of these limitations, Ondersma et al. [15]
developed a brief version of the measure. The brief ver-
sion (BCAP) includes 24/25 items and 9 validity items
of the original CAP. Items were selected to shorten the
CAP but to retain as much shared variance with the full
measure as possible, to retain a stable factor structure
and a useful validity scale, and to maximize the BCAP’s
predictive validity [15]. Based on the American sample,
the BCAP has seven sub-scales: Distress, Family
Conflict, Rigidity, Happiness, Feelings or Persecution,
Loneliness, and Financial Insecurity. As validity scales,
the BCAP includes the Lie Scale and the Random
Response Scale. Psychometric properties of the BCAP
have been reported to be good, and the BCAP overlaps
extensively with the full CAP Abuse Risk Score [15].
The BCAP has not yet been widely used inter-
nationally and is not well validated in general popula-
tions. The BCAP has been used in Japan in a general
population sample but not validated in it [16]. The
only evaluation of the use of the BCAP among a gen-
eral population was performed in the United Kingdom
(UK) [17]. In that analysis, the overall reliability of the
Abuse Risk Scale was good (Cronbach’s alpha .816),
and the factor structure was almost the same as in
the US sample [15]. Only minor culture-related differ-
ences were found. However, from the UK perspective,
the validity scales (Lie Scale and Random Response)
need development. But the analysis suggested that
the BCAP may be a reliable, quick, and useful tool for
clinical screening for increased risk of physical child
abuse in parents in the UK setting [17].
The purpose of this research is to analyze psycho-
metric information in the BCAP in a Finnish general
population sample. In addition, the factor structure
and the suitability of the validity scales are tested. By
doing this, the aim is to find whether the BCAP is use-
ful in assessing child maltreatment, described as par-
ental worries by parents themselves, within the
general population.
Material and methods
Study design
To evaluate the use of the BCAP in the Finnish general
population. The BCAP was delivered as a one-occasion,
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self-report survey to parents in a primary health care
setting and a hospital setting between January 2017
and March 2018.
Study population and process
The BCAP was delivered to 759 parents of whom 464
returned questionnaires, resulting response rate of 61.
There are no data available of those, who didn’t
response, so the representativeness of the data can’t
be evaluated. From the reliability point of view, we
applied the rule used in the CAP Inventory that if the
respondent has more than 10% missing responses, the
questionnaire should be considered invalid. Therefore,
11 respondents who had at least three missing
responses were excluded from further analysis. The
final size of the sample was 453 respondents.
The study population consisted of parents who vis-
ited one of the following contexts: a primary maternity
health care clinic (54 received responses), a child
health care clinic (38), and the maternity outpatient
clinic (76), various pediatric outpatient clinics (53), the
general pediatric ward (119), the pediatric surgical
ward (54), or the neonatal intensive care unit (25) of
which the first two belong to primary health care and
rest to specialized care. The BCAP was given to
parents at the 30–34th week of the mother’s preg-
nancy, when the child was 5 months old, or all
parents depending on the context. Parents were not
informed of the study before entering to the context.
The BCAP was filled out at home before the next
appointment or during the visit. Parents were given
the possibility to fill out the form with the other par-
ent, separately, or alone.
The majority of the respondents were female
(82.3%, n¼ 373), and the mean age was 33.1 years
(SD¼ 6.9). Most of the respondents had 1–2 children
(56.1%), 31.8% had 3 or more children, and four per
cent were expecting their first-born (missing 8.4%).
Measure
The BCAP, renamed the Family Welfare Questionnaire,
included a cover letter. A standardized back-transla-
tion procedure was performed previously with the
CAP [18] in Finland and used in the BCAP. It consisted
of 25 items as shown in Table 1. To enable quick
checking of the BCAP in busy health care contexts,
the Lie and Random Response scale items (shown in
Table 2) were placed at the end of the questionnaire.
Demographic questions consisted of the parent’s sex,
age, number of children, and age of the children.
Statistical analysis
Cronbach’s alpha reliability coefficients were used to
describe the internal consistency of the Abuse Risk
Scale. Principal component analysis was used to find
the suitable factor structure for this Finnish general
sample. SPSS statistical software was used for
the analysis.
Table 1. The BCAP items and frequencies of items, % (n).
Items Disagree Agree Missing
I am a happy person 0.0 (0) 100 (453) 0.0 (0)
Sometimes I feel all alone in the world 92.7 (420) 7.1 (32) 0.2 (1)
Everything in a home should always be in its place 81.2 (368) 18.1 (82) 0.7 (3)
I often feel lonely inside 89.8 (407) 9.3 (42) 0.9 (4)
Children should never disobey 95.8 (434) 3.1 (14) 1.1 (5)
I sometimes worry that I will not have enough to eat 98.2 (445) 1.8 (8) 0.0 (0)
People have caused me a lot of pain 94.0 (426) 5.7 (26) 0.2 (1)
My life is happy 0.4 (2) 98.9 (448) 0.7 (3)
Children should be quiet and listen 90.3 (409) 6.6 (30) 3.1 (14)
My family fights a lot 97.8 (443) 2.2 (10) 0.0 (0)
My family has problems getting along 96.7 (438) 2.6 (12) 0.7 (3)
I often feel worthless 96.9 (439) 2.9 (13) 0.2 (1)
Other people have made my life unhappy 96.2 (436) 3.5 (16) 0.2 (1)
I often feel very upset 90.9 (412) 8.6 (39) 0.4 (2)
I have a happy life 0.7 (3) 99.3 (450) 0 (0.0)
I am easily upset by my problems 90.9 (412) 8.2 (37) 0.9 (4)
I am often depressed 97.8 (443) 2.0 (9) 0.2 (1)
I am often upset 98.2 (445) 1.5 (7) 0.2 (1)
A child needs very strict rules 97.6 (442) 1.8 (8) 0.7 (3)
I am often upset and don’t know why 99.3 (450) 0.7 (3) 0 (0.0)
I often feel very alone 98.0 (444) 1.8 (8) 0.2 (1)
I often feel alone 90.7 (411) 8.8 (40) 0.4 (2)
My family has many problems 95.6 (433) 3.8 (17) 0.7 (3)
Other people have made my life hard 95.8 (434) 4.0 (18) 0.2 (1)
I sometimes worry that my needs will not be met 83.9 (380) 15.9 (72) 0.2 (1)
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Results
Frequencies
In Table 1, the frequencies of each item are presented.
The table shows that in most items the number of
missing answers is low. There is also very little vari-
ation in the responses to four of the items. Those
items are: I am a happy person, my life is happy, my
life is good, and I am often upset and do not know
why. The lack of variation means that those items can-
not be used in adjusting the factor structure.
Therefore, those items were removed from the princi-
pal component analysis.
Reliability and Finnish norms/cutoff points
The internal reliability of the measure (25 items) is
good. Cronbach’s alpha is .770. If the four items with
too little variation are removed, Cronbach’s alpha is
.781. Finnish norms for the BCAP (mean scores and
standard deviations) were calculated for the Abuse
Risk Scale. The mean of the abuse score was 1.14
(SD¼ 1.20). In the UK sample (also from the general
population), the mean was 5.89 (SD¼ 3.60), and in the
four US samples, the means varied between 8.4
(SD¼ 6.4) and 9.4 (SD¼ 5.9).
In the BCAP, 9 or 12 have been used as a cutoff
point for the Abuse Risk Scale. These numbers have
been reported to present well of the cutoff scores
(166 or 215) used in the long CAP Inventory [15].
Because the norms of the Abuse Risk Scale are signifi-
cantly lower in the Finnish sample, the use is not rea-
sonable. It would include only the top 0.4% of the
distribution of the Abuse Risk Scale. The manual of
the CAP Inventory also encourages the determination
of locally appropriate cutoff points [10].
In the long CAP Inventory, a cutoff point of 100
was used in the Finnish setting, which is almost 20%
of the maximum score (486). Based on the same rea-
soning, the appropriate cutoff point for the BCAP
would be five. According to that cutoff point, 6% of
the respondents have an elevated risk of child
maltreatment.
Validity of responses
The Lie Scale includes six items and the Random
Response Scale three items. The frequencies of the
items are presented in Table 2. Ondersma et al. [15]
suggested that any score of four or above on the Lie
Scale and one or above on the Random Response
Scale should be considered invalid especially when
considered together. According to these cutoff points,
66.7% of the responses would be valid according to
the Lie Scale and 86.5% according to the Random
Response Scale. When the scales are considered
together, meaning that both scale scores are eval-
uated, only 5.9% of the responses would be invalid.
Factor structure
All 21 items were subjected to a principal
component analysis with promax rotation to analyze
the factor structure. In the Finnish sample, a five-factor
structure was the most suitable when eigenvalues, a
contribution provided by the factors to the overall
explained variance, and interpretability were consid-
ered. Loadings over .40 were selected for the factors
(Table 3). Those factors are: Loneliness and distress,
Impact of others, Family conflict, Rigidity and
Financial insecurity.
Discussion
Principal findings
In this Finnish general population sample, the internal
consistency of the Abuse Risk Scale was good
(Cronbach’s Alpha .770).The mean BCAP Abuse Score
(M¼ 1.14, SD¼ 1.20) was considerably lower than in
any other studies applying the measure. In the UK sam-
ple (also from the general population), the mean was
5.89 (SD¼ 3.60), and in the four US samples, the means
varied between 8.4 (SD¼ 6.4) and 9.4 (SD¼ 5.9).
These differences support evaluating the appropriate
cutoff point according to national, not international,
norms. Based on the validation of the long CAP
Inventory, the cutoff point seemed to be five.
Table 2. The BCAP validity scale items and frequencies of the validity scale items.
Items Disagree Agree Missing
I sometimes act without thinking 55.6 (252) 42.2 (191) 2.2 (10)
I know what is the right and wrong way to act 4.9 (22) 93.8 (425) 1.3 (6)
I sometimes lose my temper 30.0 (136) 68.2 (309) 1.8 (8)
It is okay to let a child stay in dirty diapers for a while 87.6 (397) 8.4 (38) 4.0 (18)
Sometimes I have bad thoughts 88.7 (402) 9.7 (44) 1.5 (7)
Children should not learn how to swim 99.6 (451) 0 (0.0) 0.4 (2)
I sometimes fail to keep all of my promises 38.0 (172) 60.9 (276) 1.1 (5)
People sometimes take advantage of me 81.7. (370) 16.6 (75) 1.8 (8)
I sometimes say bad words 29.4 (133) 68.2 (309) 2.4 (11)
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According to that, six per cent of the respondents had
elevated risk of child maltreatment and should be
offered support for managing their everyday lives with
children. From the preventive perspective, in the gen-
eral population all the parents’ worry items should be
taken seriously, and a family’s need for support should
be discussed genuinely regardless of the abuse score.
The validity scales (the Lie Scale and the Random
Response Scale) seemed to work in the Finnish sample
when they were considered together (only 5.9% of
invalid responses). It also seems that the measure was
easy to answer, while the number of missing
responses was generally low. This differs from the
American and UK samples, in which the number of
invalid responses varied between 27% and 31.9% [12].
It should also be considered that according to the
long CAP Inventory, the cutoff scores for the Lie and
Random Response scales should be set to the 95th
percentile of the frequency distribution. Therefore, in
the Finnish sample in the Lie Scale cutoff point would
be five or more, not four or more as in the American
or UK sample. Then the proportion of invalid
responses would be 2.9% if the Lie Scale and the
Random Response Scale were considered together.
The factor structure shows that the Abuse Risk
Scale includes a range of dimensions associated with
physical child abuse. The analysis mirrors to some
extent the US and UK analyses although the analysis
suggested five factor solution. In American sample, a
seven-factor structure [15] and in the UK sample [17] a
six-factor solution were considered best. Happiness,
which was found in the US and UK samples, was not
identified in the Finnish sample, because of the lack of
variation in all items reflecting happiness. Loneliness
and distress were separate factors in the US and UK
samples, but they are in one factor for the Finnish
sample. Rigidity and family conflict were also found in
the US and UK samples. Impact of others was found in
the UK sample as a factor of its own, but in the US
sample, those items were connected to the family
conflict factor. In the UK sample, there was no finan-
cial insecurity factor, and items reflecting financial
insecurity in the US sample were connected to happi-
ness in the UK sample. In the Finnish sample, in the
fifth factor only one item was loaded: ‘I sometimes
worry that I will not have enough to eat.’ Therefore,
this factor could be seen as a financial insecur-
ity factor.
Strengths and weaknesses of the study
The size of the data (N¼ 453) was quite good and big-
ger than the US or UK validation analysis, but because
the rate of the Abuse Risk Scale is so low, the number
of respondents with elevated risk for child maltreat-
ment is quite low (27). The response rate was 61 and
the characteristics of non-respondents are not avail-
able for analysis. Although the response rate is quite
good, there is no guarantee of the representativeness
of the data. Almost complete lack of variation in items
reflecting adversity and poor mental health (happiness
items, being upset etc.) suggests that responders may
be positively selected. Data is also skewed based on
the gender of the respondents. (females 82%).
Therefore, assessing the validity of the instrument in
representative samples is a considerable challenge for
future research.
Table 3. Factor structure of the items.
Loneliness and distress Impact of others Family conflict Rigidity Financial insecurity
I often feel alone .785
Sometimes I feel all alone in the world .714
I often feel lonely inside .692
I am often depressed .621 .517
I often feel very alone .613
I often feel very upset .583
I often feel worthless .563 .623
I am often upset .415
I am easily upset by my problems .406
People have caused me a lot of pain .787
Other people have made my life hard .76
Other people have made my life unhappy .745
My family has many problems .718
My family has problems getting along .794
My family fights a lot .78
I sometimes worry that my needs will not be met .608
Children should be quiet and listen .774
Children should never disobey .696
Everything in a home should always be in its place .576
I sometimes worry that I will not have enough to eat .627
A child needs very strict rules –.517
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The data do not include information to analyze the
correct classification rate, which would also be import-
ant in validating a screening measure. This is the next
phase for validating the BCAP in Finnish child and
family services. In this study, the BCAP was tested
with the general population. According to Milner and
Crouch, the correct classification rates with the CAP
have been lower than 90% in more diverse popula-
tions than known abusive parents [12]. Milner and
Crouch suggested that the CAP more likely fails to
detect abusive (false negatives) parents than misclassi-
fies nonabusive comparison parents as abusive (false
positives). In addition, the Abuse Risk Scale specificity
should be tested further for its appropriateness in
medical settings as suggested [12]. Further research
in the medical context is promising because most
parents accepted the BCAP well, and only a few
nurses reported that the parent had considered the
BCAP inappropriate and annoying.
Findings in relation to other studies
In the Finnish general population sample, the norms
of the abuse score were different from those reported
for US and UK samples. This is in line with the earlier
research findings suggesting that rates of child mal-
treatment are lower in Nordic countries compared to,
for example, UK. This emphasizes that also the valid-
ation of measures to detect child maltreatment poten-
tial should be validated separately in each country. In
addition, the variation in some items was smaller; in
four items, almost zero, which means that those items
do not separate Finnish respondents. These items
reflected the happiness factor. The zero variance in
the happiness items may exist because the analysis
was based on a general sample, it may reflect some
cultural differences or it may reflect some skewness of
the data. Small (or none) variation is some items
emphasizes further research to analyze the validity of
the instrument in samples, of which representative
nature can be assessed.
The Finnish sample conducted five sub-scales when
in the US sample the best factor solution was seven
factors and in the UK sample six factors. Despite this
difference, the factor structure in the Finnish analysis
overlapped clearly with the factors from the US and
UK analyses of the BCAP. In addition, factors are not
used to produce individual factors scores but to
ensure the Abuse Risk scale includes a range of
dimensions associated with physical child abuse risk
[15]. That was shown to be ensured in the
Finnish sample.
Validity scores created based on the US sample
seemed to work quite well in the Finnish general
population, when the Lie Scale and the Random
Response scale were considered together, although in
the UK sample the findings were different. The rate of
invalid responses was statistically significantly lower in
the Finnish sample than in the US and UK samples.
Overall, the analysis of the Finnish sample con-
cluded the same as the US and UK analyses: The BCAP
could be considered a reliable, quick, and useful clin-
ical tool for screening potential child maltreatment
among parents when the original longer version of
the CAP Inventory is seen as too exhausting for practi-
tioners. This is an important finding in progress of fur-
ther evaluation of the use of the BCAP. Further
research is, however, needed to analyze the correct
classification rate of the measure and to validate the
instrument in a sample, which representativeness can
be evaluated.
Implications
Assessment practices for the risk of child maltreat-
ment, as well as other practices [19], need to be
nationally developed, and based on scientifically and
clinically tested international instruments. It is always
more ethical and cost-effective to prevent child mal-
treatment than only treat child maltreatment injuries.
Findings of the validation of the CAP Inventory in
Finland [13], and clinical testing of the BCAP, this
instrument could be considered as a valid instrument.
The evaluation process will continue by launching an
electronic version of the BCAP and its manual, and by
continuation of the research especially related to cor-
rect classification rate and the role of validity scales in
clinical work.
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